Beslenme jejunostomi tüpü oral yoldan beslenmenin yetersiz veya imkans›z oldu¤u durumlarda enteral nütrisyon deste¤inin sa¤-
INTRODUCTION
Enteral nutrition has become increasingly popular because of improved nutritional formulas, advances in catheter technology and the development of less invasive techniques for the placement of feeding tubes for this purpose. Jejunostomy tubes (JTs) are being used more frequently than before (1) in cases where the oral route is impossible or insufficient for use. As a result, complications of feeding JT (mechanical, infectious, gastrointestinal, and metabolic) have emerged (2) . Among these, migration feeding JT into the gut is very rare. The purpose of this report is to present a patient with this complication.
CASE REPORT
A 65-year-old male patient presented to our emergency surgery clinic due to the disappearance of a feeding JT. He had no symptoms apart from a mild abdominal pain in the right lower quadrant. His medical history revealed an unresectable gas-tric cancer with hepatic and transverse colonic invasions diagnosed on explorative laparoscopy two months prior to his admission. During this procedure, laparoscopy-assisted Stamm jejunostomy was performed for enteral nutrition using 28-F silicone Pezzer catheter (Silastic Malecot catheter, Dow Corning, Midland, MI, USA) with its mushroom-like tip removed. Physical examination revealed jejunostomy tract in the left upper quadrant without any JT in place. The skin site around this tract was eroded and there were no fixation sutures. There was mild tenderness in the right iliac fossa with no signs of peritonitis, intestinal obstruction or gastrointestinal bleeding. Laboratory findings were as follows: white blood cells (WBC): 9,700/mm 3 and hematocrit: 38.5%. Elevated liver enzymes and hyperbilirubinemia were consistent with the liver metastases. Abdominal computed tomography (CT) with oral contrast demonstrated the tube and the ampule, which was used by the patient to plug the external part of this tube between enteral feedings, within the distal ileum (Figure 1). Fistulography through the jejunostomy tract showed the passage of contrast material into the jejunum with no intra-abdominal leakage. Thus, a new JT was inserted through the previous tract. The patient was placed under close followup with liquid diet and Vaseline liquid was administered through the new JT intermittently to ease the journey of the tube through the intestine. Follow-up CT scan, performed nine days after his admission, showed that the migrated tube was lodged in the right colon with no sign of ileus (Figure 2). During follow-up, the ampule was passed spontaneously; however, the tube was observed to be impacted in the colon on serial abdominal radiographs. Colonoscopic retrieval, performed on the 17 th day, was unsuccessful due to the kinking of the tube (Figure 3 ). However, it was possible to dislodge the end of the tube from the edematous mucosa with a snare. The patient passed the tube spontaneously along with feces on the 18 th day (Figure 4) and he was discharged uneventfully.
DISCUSSION
In the setting of a functional and non-obstructed gut, maintenance of gut structure and function, nourishment of enterocytes, efficient use and safe administration of nutrients, and reduced infection rates in severely ill patients are the well-known advantages of enteral feeding in patients who are unable to be fed orally. Because of these advantages, placement of intestinal feeding tubes is commonly indicated for those undergoing major sur- Detachment of an enteral feeding tube from the skin and migration into the intestine is a rare complication. In the literature, this potential complication was described in several case reports, which drew attention to the need for appropriate care of these tubes (4-7). Polychronidis et al. (6) reported a nearly identical case that concerned enteral migration of a 28-F Pezzer catheter two months after its insertion. Due to the patient's poor condition, conservative measures including administration of paraffin oil through the new JT were taken and the patient passed the catheter after five days. In our case, the patient was kept under close observation and liquid Vaseline was administered intermittently through the new JT after the patency of the fistulous tract was confirmed by fistulography with water-soluble contrast material. Serial plain abdominal radiographs demonstrated a steady progress of the tube through the gut until it reached the right hemicolon. Based on our experience, although colonoscopic retrieval was unsuccessful, dislodgement of the end of the tube from the edematous mucosal segment facilitated its journey, and the patient eventually passed the tube one day after the colonoscopy. The passage of an 18-F Levine's JT occurred on the 20 th day in a similar case reported by Bose et al. (7).
What causes the migration of feeding JT into the intestinal lumen is not well documented in the literature. We speculate that inadequate suturing of the tube to the skin and/or skin erosion at the fixation suture site over time in the presence of hyperactive bowel may predispose the distal migration. To overcome this complication, Polychronidis et al. (6) recommended the use of an external retention disk and a retention ring over the catheter during the placement of feeding tubes. The use of ampules for plugging the tubes between the enteral feeding periods, as in our case, might complicate the clinical scenario even more, so this technique should be discouraged. Instead, we recommend the use of a plastic material for appropriate plugging of the external end of the Pezzer catheter.
Secure fixation of the tube to the skin should be performed at the end of the JT placement to prevent this rare, but potentially fatal complication of feeding JT migration. Patients and health care providers should be instructed well in the care of feeding enterostomy tubes. When this complication occurs, conservative treatment with close follow-up should be performed provided there are no signs of acute abdomen.
